Objective-To study the physiotherapeutic treatment of urinary stress incontinence in England. Design (55), and youth (40) were viewed optimistically, and obesity (60), previous surgery (59), prolapse (42), and a chronic cough (36) were considered to be bad prognostic features. The number of patients treated varied greatly (range 10-360) between districts and was poorly correlated with catchment size (correlation coefficient 0.3).
Introduction
The treatment offered to women with uncomplicated stress incontinence depends largely on the preferences of the agencies consulted, the skills and persuasions of the professionals, and the severity of the condition. Naturally, surgeons often favour surgery, but this method has risks.' There is, therefore, a place for conservative management, and physiotherapy has long been an option, particularly for women who have not completed their childbearing and for those with mild symptoms.
Physiotherapeutic treatment has consisted of training the patient to recognise, perform, and practise voluntary contraction of the muscles of the pelvic floor. The purpose is to build up the muscle strength and bulk to support urethral closure, especially in stress situations. Electrostimulation has been used to help patients to identify levator ani contractions. Other physiotherapeutic means of encouraging pelvic floor contractions include perineometers, vaginal cones,4 and general exercises.
The physiotherapist has to decide exactly how to treat a patient with stress incontinence, but there is little published data on the efficacy of different types of physiotherapy. Nor is it certain what changes when a woman's stress incontinence improves after such treatment. 6 We studied how physiotherapists most commonly treat uncomplicated stress urinary incontinence in women with the aim of designing future efficacy studies.
Methods
In Where actual exercises were described these consisted mainly of trunk exercises performed lying down often combined with voluntary pelvic floor contractions.
Interferential treatment uses the interaction of two medium frequency currents and was available in 176 districts. The commonest interferential machines for the treatment of stress incontinence in NHS departments were those manufactured by Bosche (59), Nomeq (57), and Medici (32). Table IV shows that four electrodes were used more commonly than two and that the 4000 Hz carrier wave was the most usual.
Considerable variation was found in the frequency sweeps used and 62 different permutations were offered. The mean duration of the first treatment, which is usually shorter than subsequent ones, was 13 minutes (range . The mean number of treatments a week was three (range [1] [2] [3] [4] [5] , and the number of treatments in a course was 11 (range 1-20).
Faradism Interrupted direct current was used for muscle stimulation in only two health districts. It produces more sensory stimulation than either of the other types of electrical current so is less acceptable to patients.
Perineometer-Only 50 district health authorities had a perineometer, and in most this was the Bourne perineometer (Doncast, Caterham, Surrey). Only in seven of these areas was it possible for patients to take a machine home. Forty five respondents completed the section on the reasons for its use. Nearly all (44) thought that it was an aid to patient motivation, but it was also used to monitor treatment in 38 and to determine pretreatment muscle strength in 33.
Cones were available in 31 districts, although a further 10 hoped to have them in use shortly. Respondents indicated that the usual time taken to teach a patient to use cones was 15 minutes (range 3-30). Most physiotherapists were using the manufacturer's recommendations (Femina) for determining the baseline cone and subsequent practice. Patients were first reviewed on average after 13 days (range 1-60) and then reviewed five times (range 3-6). The mean time taken for these reviews was 19 minutes (range 5-60).
Other possible treatments- Table V shows the most commonly offered other treatments. The Foley catheter balloon is inflated, inserted into the vagina, and used to provide a sensory input to facilitate pelvic floor contractions.
AVAILABILITY AND EFFICACY Table VI shows the availability of treatments in the responding health districts together with the perceived efficacy of each in treating uncomplicated stress in- 
Discussion
The exceptional response to this postal survey indicates that the findings, despite being subjective, are representative. This questionnaire was evidently regarded as being of high priority and relevant. We gained the overall impression that physiotherapists were a well trained, motivated, professional group, who were very interested in continence care.
Though physiotherapists consider that treating stress incontinence requires experience and maturity, 101 districts were without a physiotherapist with relevant postregistration training.
It was surprising to find obstetricians and gynaecologists as the chief referral agency, though possibly they are more aware of the potential of physiotherapy through contact in antenatal and postnatal care. It has been suggested that urologists are referred more complicated cases and that they send patients with simple stress incontinence to nurse continence advisers. We are currently investigating this possibility. General practitioners probably refer first to a consultant rather than directly to a physiotherapist. In the light of the forthcoming changes in the NHS this may be reversed.
That "the first line of treatment" was seen by therapists to be the the prime reason for referral was unexpected. Women awaiting surgery are sent for physiotherapy in some centres. The benefit of this is unproved and so may be a waste of resources. The fact that surgically related indications scored so poorly was surprising. In particular we would have expected the indication of "declined surgery" to have been more prominent.
It has been claimed that the results of surgery are better than those of physiotherapy.'3 Though physiotherapy is unlikely to cure, considerable improvement can none the less be achieved with very little risk. It is generally agreed that patients who are most likely to benefit from physiotherapy-for example, thin, young, premenopausal women-are also likely to do best from surgery. Though our survey would to some extent support this, there is an urgent need for reliable criteria to be established to determine cost effective management for stress incontinence.
There Pelvic floor exercises and interferential treatment, the two types of treatment most favoured by physiotherapists, were also the most commonly available and considered the most effective. Twelve respondents, however, indicated that insufficient resources-for example, staff, interferential machines, etc-prevented the effective delivery of services.
Given that the questions on prognostic features were open, the response highlighting motivation was massive, indicating its importance. These features can now be tested formally; a reproducible means of evaluating them to help patient selection would greatly enhance the cost effectiveness of the treatment. '4 
